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Fig 2. Miliarial gout. Hematoxylin-eosinestained section
showing granulomatous dermatitis with amorphous
crystalline material within the dermis.
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He reported that these lesions worsened with
warm weather and then gradually dissipated. A
flesh-colored nodule was present on the right elbow.
He denied having pruritus or joint pain. Medical
history was significant for diabetes treated
with metformin. Family history was negative for
cutaneous disease.
Punch biopsy of a typical papule was performed
and the specimen placed in formalin. Histologic
examination revealed granulomatous dermatitis with
amorphous crystalline material consistent with gout
(Fig 2). Serum uric acid level was within normal
limits at 4.9 mg/dL (normal reference range, 3.5 to
7.2 mg/dL).
Only a few cases of miliarial gout have been
previously reported. As with gouty arthritis, a normal
serum uric acid level does not exclude the
diagnosis.3 Similar to typical tophaceous gout,
miliarial gout can be the initial manifestation of
gout. In fact, both of the referenced cases of miliarial
gout occurred in the absence of a known history of
gouty arthritis. It is unclear whether these patients
are predisposed to the development of gouty arthritis
in the future. Because there are so many clinical
variants of tophaceous gout, patients may present
with more than 1 variant. It is likely that our patient’s
longstanding nodule on the elbow represents a more
typical manifestation of tophaceous gout. Although
our patient’s histopathology was typical of topha-
ceous gout, to actually fulfill clinical diagnostic
criteria, as established by the American College of
Rheumatology,4 the biopsy specimen should have
been submitted in absolute alcohol to demonstrate
monosodium urate crystals by polarized light
microscopy.Open access under CC BY-NC-ND license.Allopurinol alone1 or in combination with
colchicine2 have been reported to improve miliarial
gout, and our patient was referred to a rheumato-
logist for management but was lost to follow-up.
The prevalence of gout is reported to be between
0.5% and 1%, and the incidence of gout is increasing,
possibly due to an aging population.5 This case
illustrates the importance of considering atypical
manifestations of common rheumatologic diseases.
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A case of dermatitis herpetiformis after a
mini-gastric bypass surgery
To the Editor: Celiac disease and dermatitis
herpetiformis share the same strong HLA association,
the presence of circulating IgA antitissue and
antiepidermal transglutaminase antibodies, and the
same typical histologic features of villous atrophy of
the small intestine.1 Both diseases can be triggered
by gluten overload and gastric surgery.2
We report a case of dermatitis herpetiformis after
mini-gastric bypass surgery with no clinical sign or
symptom of celiac disease. Mini-gastric bypass is a
modification of the standard Roux-en-Y procedure
using a long gastric tube with an antecolic loop
gastrojejunostomy. It has become a widely
Fig 1. Dermatitis herpetiformis. Grouped papulovesicles
with excoriations on the extensor surface of the shoulder.
Fig 2. Dermatitis herpetiformis. Direct immunofluores-
cence studies on skin biopsy specimen showing granular
IgA deposits in the dermal papillae.
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efficacy with a simpler technique and a lower rate of
complicatons.3
A 40-year-old white woman presented for a 1-year
history of intermittent itching with symmetrically
grouped papulovesicles on the extensor surfaces of
the elbows, the shoulders, and the buttocks, with
excoriations and hyperpigmentation (Fig 1). She was
treated with 0.05% fluocinonide cream with no
improvement.
Two years before this rash, she had a mini-gastric
bypass for morbid obesity. She had no significant
medical history and no symptom or sign of celiac
disease before or after the surgery.
A hematoxylin-eosin stain showed subepidermal
bullae and clefts in dermal papillae filled with
neutrophils and a perivascular mononuclear infil-
trate with neutrophils. Direct immunofluorescence
studies showed granular IgA deposits in the dermal
papillae (Fig 2).
Endomysial and transglutaminase antibodies,
both IgG and IgM, were positive. All other blood
tests were within normal limits. The patient wasstarted on a gluten-free diet and dapsone (100 mg
daily) with clinical improvement of her symptoms
within a few days.
Bai et al2 reported 10 patients who developed
symptoms of celiac disease 2 months after different
types of peptic ulcer surgery. Kovaleski et al4
described a patient who developed dermatitis
herpetiformis after a gastric stapling procedure and
a second who developed dermatitis herpetiformis
after a gastrectomy with partial pancreatectomy and
colectomy.
It is known that dermatitis herpetiformis is linked
to gluten intolerance and has a clear relationship to
celiac disease but the development of dermatitis
herpetiformis without celiac disease is not unex-
pected because the pathogenesis behind the skin
and the intestinal lesions are unlikely to be fully
identical. About 5% of celiac disease cases develop
dermatitis herpetiformis5 and the histologic intestinal
changes persist even when cutaneous symptoms are
controlled with dapsone but normalize with strict
avoidance of gluten. Patients with isolated celiac
disease do not have cutaneous IgA deposition,6
showing that this phenomenon is related to
dermatitis herpetiformis itself.
As suggested by Kovaleski et al,4 the triggering
factor of dermatitis herpetiformis is probably the
surgery-induced enteral inflammation leading to a
cross-reaction between cutaneous and intestinal
antitransglutaminase antibodies. These antibodies
of mucosal origin can persist in circulation and
deposit in the skin.
In conclusion, dermatitis herpetiformis is a model
of autoimmune disease linking gastrointestinal
mucosal inflammation to cutaneous condition.
The exact mechanism by which gastrointestinal
inflammation translates into cutaneous disease is
unknown. Dermatitis herpetiformis should be
suspected in any pruritic rash after mini-gastric
bypass and other surgeries of the upper gastrointes-
tinal tract.
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Subcutaneous Sweet syndrome associated with
disseminated nontuberculous mycobacterial
infection leading to the diagnosis of
adult-onset immunodeficiency
To the Editor: A 51-year-old woman without notable
medical history presented with multiple 1.5- to 2-cm
tender, erythematous, and swollen nodules over the
legs, ankles, and soles (Fig 1) for 2 weeks. Fever upFig 1. Subcutaneous Sweet syndrome. A and B
nodules over bilateral legs and soles. C andD, Hist
panniculitis. (C and D, Hematoxylin-eosin stain; oto 398C with chills was also noted. The remainder of
the physical examination revealed unremarkable
findings. Laboratory tests showed leukocytosis with
neutrophilia (white blood cell count 18,280/uL with
segments:75.1%), increased C-reactive protein (14
mg/dL), and elevated erythrocyte sedimentation rate
(60 mm/h). Histopathological examination of the
skin lesion showed neutrophilic lobular panniculitis
without vasculitis or any micro-organisms seen in
special stains (Fig 1). Blood chemistry, urinalysis,
antistreptolysin O antibody, hepatitis B virus
surface antigen, antihepatitis C virus antibody, anti-
nuclear antibody, cryoglobulins, antineutrophilic
cytoplasmic antibodies, and blood along with
tissue cultures produced negative or normal results.
Chest x-ray and chest computed tomography
showed mediastinal and right hilar lymphadenopa-
thy. Sputum cytology and culture were negative for
malignant cells or infection. The patient declined
computed tomographyeguided lymph node biopsy
for investigation of inflammatory, infectious, or
neoplastic diseases. The skin lesions gradually
improved after cefazolin and diclofenac use.
Because of uncertain origin of the lymphadenopathy
and possible occult infection, corticosteroid was not
further administered.
However, multiple tender erythematous nodules
over bilateral forearms occurred 1 month later and, Multiple deep painful and erythematous
opathological finding as neutrophilic lobular
riginal magnifications: C, 340; D, 3400.)
